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Complaint Original investigation
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Final Observations

Statement of Licensure Violations:
300.610a)

300.1210b)

300.1210d)6)

300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b)The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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Section 300.1210 General Requirements for
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6)All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These regulations were not met as evidenced by
the following:

Based on interview and record review the facility
failed to implement safe mechanical lift transfer
measures, based on resident assessments, by
ensuring two staff were present during the
mechanical lift transfer for a resident with poor
balance and severe limitation in range of motion,
which affected one of three residents (R1)
reviewed for falls in a sample of four. These
failures resulted in R1 losing balance while sitting
on the edge of the bed, following a mechanical lift
transfer by one staff member, and falling to the
ground sustaining an Intraparenchymal
Hemorrhage.

Findings include:
A Food and Drug Administration (FDA) Patlent
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Lifts Safety Guide (undated) documents safety
measures to employ while using a mechanical lift.
This guide states, "A floor-based, full-body sling
lift is featured throughout this guide; however, the
information applies to all patient lifts,” and "Most
lifts require two or more caregivers to safely
operate lift and handle patient.” This guide uses
visual aides to demonstrate lift safety and shows
two care givers involved in patient transfers, one
to operate the machine and a second person to
assist the patient.

A Safe Resident Handling Program policy dated
3/18/18 states, "Initial screening will be performed
on all residents to assess transfer & ambulating
status. Resident transfer status will be reviewed
via care-plan time frame and on an as needed
basis. If therapy recommends a change in
transfer status the recommendations will be
reviewed by a nurse manager prior to changing
the status in the care plan.”

R1's Admission Record of diagnoses includes
Dementia without Behavioral Disturbances,
Cerebral Infarction, Heart Failure, Chronic Pain,
Osteoarthritis, Arthropathy, Dysphagia, Cognitive
Communication Deficit, Feeding Difficulties,
Essential Tremor.

R1's Minimum Data Set (MDS) assessment
dated 2/01/22 documents R1 is severely
cognitively impaired, requires extensive
assistance for bed mobility, transfers, does not
walk, and requires extensive assistance for
locomotion in a wheelchair. This same MDS
documents R1 is not steady and only able to
stabilize with staff assistance during
surface-to-surface transfers meaning transfers
between bed and chair or wheelchair and has a
functional limitation in range of motion to both
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